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1) I hereby conlirm hal all details in this Form are Tru€ to the best of my knMedge. Any false statement will render my Appllcauon & ongoino assislance, if any,
liable f c'r rejoclbrrcancsllation.

2) I solemnly co.lfirm that assistignc€, if r€ceived trom Koshika Foundation, will b€ used only for the 'purpose', as stated in lhis Form, for which such assistance

was requested ry me.
3) I her;by aonfirn hat lharre not & will not in tuture, avail of reimbursement. in part or in tull, from any other source/employer/insuranc€ company, ol lh€ amount

for whlch this assistance is requested.
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By aflixing hereunder, signature of ourAuthorised Signatory for recrmmending this case/palient for financial assistance from Koshika Foundatirn, we

(Hospital)hereby afllrm & accept lollowing:
lltnat we neitner are presentlynor will inluture avail of financial assislance f.om another NGO or any other source, lor the same patienucase, as we are

rdqueSinS to get from Xoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe, requested assistance is not granted

bv koshik; Fo;ndation, in Dart or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

#nnrmation essenfiatty st;tes that the Hospital will not avail any dupticaio assistanco for th€ samo palionl/cass kom any other NGO or any other source.

it The ass,stance from Koshika Foundatio; is only financral in nalure. The choice of lhe lreatmenuprocedure advisec,/conducted by the Hospital on the

;;""ij:;il; th" a;;nq;msnt betrvo8n th€ patisnt & the Hospital, and is in no way influencod by Koshika Foundalion. Honco. the Hospital will

;;;;; ;ot; t;;;ieie reip-onsibility of the treatrnent & it's outcome & safoty of th6 palient, snd Koshika Foundation will have no role or responsibility

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uie/pubtish[ut-up/ieproduce my name, address, photo & details of lhe'purpose". for which such assistance is requestsd/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundatlon and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treat nent or tulfihent of the 'purpose'

for which assistance i! being requested.

2) I (Applicant) further agreJthat any such use of my name, address, photo & details of the'purpose', lor which such assistance is requested/granted,

witt noi automiticatty entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and th6ir decision is this regard will be final and acceptable to mo.
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